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7. HealthServices: 

a. 	 1. HomeHealthVisits:HomeHealthvisits are limitedtoonehundred (100) perrecipient 
per calendar year provided by any combination of home health agency licensed nurse, 
home health aid, home health physical therapist, home health occupational therapist, or 
licensed nurse. 

2. Services by a licensed Nurse: Services by a licensed nurse, when no home health agency 
exists in the areamust be of Medicaid Programs and Resourcepriorapproved by the Bureau 
Management as defined in 42 CFR 440.70(b) (1) 

Home Health Aid Services Provided by a Home Health Agency: Home health aide visit are 
limited to a totalof one hundred(100)visitsper recipient per calendar year. Includedin the total 
visit count is all home health aides, nursing services, physicalservices,and occupational 
therapy services in any combination. 

c. Medical Supplies, Equipment and Appliances Suitable for Use in the Home: 

Program Requirements : To control utilization, all medical equipment and medical supplies must 
be orderedin writing by a physician. Items not specifically listedthe Medical assistanceManual 
will requireprior authorization bythe Department or its designee 

Rental of oxygen equipment does not of age 7 monthsrequireprior authorization with the exception 
to twenty years of age whenlab studies do not meet program requirements. 

TheDepartmentwillpurchaseone (1) monthsofnecessarymedical supplies withoutprior 
authorization when ordered byattendingphysician. 
Limitations: Incontinent supplieswill only be purchased of four (4) yearsfor persons over the age 
of age. Disposable diapers are restricted in number to 240 per month. Disposable underpads are 
restricted to 150 per month, any requestsfor incontinent supplies abovethose amounts must have 
prior approval by the Department. 

d. 	 Medical oxygen and Related equipment Oxygen and related equipmentare provided only upon 
a written order from a physician, and for recipients with significant ypoxemia. The order must 
contain at least the following: a diagnosis of the disease requiring home oxygen, the flow rate, 
oxygen concentration and (02an estimateof frequency and duration of usePRN or as needed is not 
acceptable).WhenMedicalconditionislisted as lifetime or chronic, recertificationbasedon 
laboratory tests is not necessary, unless oxygen usage increases. Physician orders for any other 
condition other than a lifetime need or a chronic condition, will require a yearly recertification. 
Portable oxygen systems may be coveredto complement a stationary systemif necessary. To be 
considered arequest for aportable system mustcontain a description of the activities or exercise 
routine in the home.,state the medicallytherapeuticpurpose of the stationarysystemand 
documentation of the clinical improvement inthe recipient’s condition as a result of the portable 
system. 

Claims for oxygen therapy must include a bloodgas study as evidence for oxygen. Thismay either 
be a measurement of partial pressure of oxygen (P02) in the arterial blood or a arterial oxygen 
saturation obtained by ear oximetry andthe condition under which the studies were performed at 
rest, room air, while sleeping,or if whileon oxygen the amount andthe body position). 
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To be consideredfor oxygen use the following circumstances mustexist: 

I .  	 An arterial PO2 at or below 55mm HG or an arterial oxygen saturationat or below eightyfive 
percent (85%), taken at rest, breathing roomair; or 

2. 	 An arterial PO2 at or below 55mm HG or an arterial oxygen saturation at or below eighty five 
(85%) taken duringsleepfor a patient who demonstrates anarterialPO2 at or above 56mm HG, 
or an arterial oxygen saturation at or above eighty six percent(86%) while awake or greater 
than normal fallin oxygen level duringsleep ( a decrease in arterialPO2 more than 1Omm HG 
or adecrease in arterial oxygensaturationmorethan five percent (5%) associaredwith 
symptoms or reasonably attributableto hypoxemia;or 

3. 	 An arterial PO2 at or below 55mmHG or an arterial oxygen saturation at or below eighty six 
percent (86%) taken during exercise for PO2 ator abovea patient who demonstrates an arterial 
eighty six% (86%) during the day whileat rest. In this case, supplemental oxygenis provided 
during exercise if there is evidence thatthe use of oxygen improves the hypoxemia that was 
demonstrated when the patient is breathing room air. Coverage is provided for patients for 
patients whose arterial PO2 is 56 to 59 mmHG or whose arterial blood oxygen saturation is 
eighty six percent (86%)to eighty nine percent(89%) if there is evidence of dependent edema 
suggestingcongestiveheart failure, or "P" pulmonale onEKG (P wave greaterthan three (3) 
mm in standard leads II, 111, or AVF), or erythrocythemia witha hemocrit greaterthan fiftysix 
percent (56%). 

4. 	 Age 0 to six months of age require physicianorders ONLY. Age 7 months to 20 years of age 
require letterof authorizationfrom EPSDT Program Coordinatorasbeing "medically necessary 
" if lab studies and MD orders are not provided which meet program requirementsas stated 
above. 
ServicesExclusions: Payment is excluded n the following circumstances: 
Recipientswithanginapectorisintheabsence of hypoxemia, recipients whoexperience 
breathlessnesswithoutcorpulmonale or evidence of hypoxemiarecipientswithsevere 
peripheral vascular disease resulting in clinicallyevidentdesaturationin oneor more extremities 
and recipientswith terminal illnesses that do noteffect the lungs. 

e. Physical therapy occupational therapy or speech pathology and audiology Services Provided by 
a Home Health agency or Medical Rehabilitation Facility: 

Home health agency visits by Physical Therapist andoccupationalTherapists are limited toa total of 
one hundred(100) visits per recipient per calendar year, includedin the total visit is all home health 
aids, nursing services, physicaltherapy services andoccupationaltherapyservices inany 
combination. Speech pathology and audiology services are not provided for under home health 
services. 
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DURABLE MEDICALe q u i p m e n t  AND MEDICAL SUPPLIES. 

The Department will purchase effectivedurablemedical equipment and medical supplies
or rent when medically necessary cost 
for recipients residing in communitysettings including those providedthrough home health agency plans ofcare which meet 
the requirements found in Subsections 105.01 and 105.02. No payment will be made for any recipient's DME or medical 
supplies that are included in the per diem payment while such an individual is an inpatient in a hospital NF. or ICF/MR. 

(7-1-99) 

01. Medical Necessity Criteria. DME/medical supplies will be purchased or rented only if ordered in writing 
(signed anddated) by a physicianprior to delivery of equipmentor supplies. Date of delivery is considered the dare ofservice. 
The following information to support the medical necessity of the item(s) shall be included in the physician's order and 
accompany all requests for prior authorization or be kept on file with the DME provider for items which donot require prior 
authorization: (7-1-99) 

a. The recipient's medical diagnosis and prognosis includingcurrent information on the medical condition which 
use(7-1-99) the ofrequires the 

b. An estimate of thetimeperiodthatthemedicalequipment or supplyitemwill be necessaryandfrequency 
of use. As needed (PRN) orders must include the conditionsfor use and the expected frequency; and 

(7-1-99) 

C. For medical equipment, a full description of the equipment needed. All modifications or attachments to basic 
must equipment be supported; and (7-1-99) 

d. For medical supplies, the type andquantityof supplies necessarymust be identified;and:11-1-86) 

number of months will be needed;the (7-1-99)e. The equipment or supplies and 

f. Additional information may be requestedbytheDepartment or itsdesignee for specificequipmentand/or 
such as, but not limited to, wheelchairs, monitors,supplies apnea hospital beds. 

02. Medical Equipment Program Requirements. All claims for durable medical equipment are subject to the 
following guidelines: (7-1-99) 

a. Unless specifiedbythe Department,durablemedicalequipment does not require prior authorization bythe 
(7-1-99) Department or its designee. 

1. When multiple featuresor models of equipment are available, authorizationwill be limitedto the least costly 
version that will reasonably and effectively meet the minimum requirementsof the individuals needs. 

(7- 1 -99)T 

b. Unless specifiedby the Department in the Medical Vendors Handbook, all equipment must be rented except 
when it would be more cost effective to purchase it. Rentals are subject to the following guidelines: 

(7-1-99) 

1. Rentalpayments,includingintermittentpayments, shall automatically be applied to thepurchase of the 
equipment. When rental payments equal the purchase price of the equipment, ownership of the equipment shall pass to the 

(10-1-91) 
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11. TheDepartmentmaychoose to continuetorent certain equipmentwithoutpurchasingit.Suchitemsincludebutare 
not limited to apnea monitor, ventilators and other respiratoryor monitoring equipment. 

(7-1 

iii. The total monthly rental cost of a DME item shall not exceed one-tenth (1/10) of the total purchase price of 
the item. 1-99) 

iv. Thedetermination of cost-effectiveness of rentalversuspurchasewill be madeby thevendorbased on 
guidelines specifiedby the Department in the mostcurrent Medical Vendors Handbook. Documentation to support the vendor's 

must decision be kept on file. (7-1-99) 

C. No reimbursementwill be made forthecost of repairs (materials or labor)coveredunderthemanufacturer's j 
warranty. The dateof purchase and warranty period mustbe kept on fileby the DME vendor. The following warranty periods 
are required to be equipment Department:on purchased by the 1-99) 

i. A power drive wheelchairshallhave a minimumone(1)yearwarranty period; (7-1-99) 

11. An ultra light have a lifetimewheelchair warranty period; (10-22-93) 

...
111. An activedutylightweightwheelchairshallhave a minimum five (5 )  yearwarrantyperiod; 

(7-1-99) 

iv. All wheelchairs have a minimum one (1) year warranty (7­other shall period;1-99) 

V. 	 All electricalcomponents and newor replacement parts shall havea minimum six (6)month warranty period; 
(7-1-99) 

vi. All other DMEnot specifiedaboveshallhave a minimum one(1)yearwarrantyperiod;(7-1-99) 

vii. If the manufacturer denies the warranty dueto user misuse/abuse that informationshall be forwarded to the 
the Department for repair or replacement;request oftimethe at (10-1-91) 

viii.Themonthlyrentalpayment shall include a full service warranty. All routinemaintenance,repairs,and 
equipment responsibility of thereplacement of rental is the (10-22-93) 

d. Any purchasedbecome recipient.equipment will the property of the (7- 1-99)T 

e. Coveredequipmentmust meet thedefinition of durablemedicalequipmentand be medicallynecessary as 
defied in Subsection 003.36. All equipment must be prior authorized by the Department or its designee except for the 
(7-1-99)T ' 

lights; 1. Bilirubin 

and seat toilet11. and chairsextenders;(11-1-86) 

canes; and iii. Crutches 
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iv.Electric or hydraulicpatientliftdevicesdesigned to transfer a person to andfrombedtobathtub,but 
excluding lift chairs, devices attached to motor vehicles, and wall mounted chairs which lift persons up and down 
stairs; and (7-1-99) 

V. Grab the adjacent andbathroom toilet and/or bathtub;(11-1-86) 

Hand-held vi. 

Head vii. 

viii. for andHearing aids coverage and limitations); (7-1-99) 

equipment; Home (11-1-86)andix. blood 

X. 	 Intravenousinfusionpumps,and/or tube feedingpumps, IV intrathecal kits; and 
(7-1-99)T 

Hand-held vests, manual or electricxi. nebulizers, air therapy and percussor; and (7-1-99)T 

Medication xii. 

and concentrators; Oxygen (11-1-86) 

Pacemaker 	 xiv. 

humidifiers;and xv.and(7-1-99)TcircuitCompressors 

benches/chairs; Slidingxvi. (11-1-86)bath and boardsand 

Suction xvii. 

Sheep skins, foamor gel treatment of decubitus andxviii. padsthe ulcers;(7-1-99) 

equipment; xix. Traction 

xx. Walkers. (7-1-99)T 

03. Coverage Conditions- Equipment. The following medical equipment is subject to the following limitations 
documentationadditional and requirements (7-1-99) 

a. Wheelchairs.TheDepartmentwillprovidetheleastcostlywheelchairwhichisappropriatetomeetthe 
recipient's medical needs. The Department will authorize the purchase of one (1) wheelchair per recipientnot more oftenthan 
once every five(5) years. Specially designed seating systems be replaced more often than once everyfor wheelchairs shall not 
five ( 5 )  years. Wheelchair rental or purchase requires prior authorization by the Department or its designee and shall be 

accordance in following the with criteria: (7-1-99) 

1. In additiontothephysician'sinformation,eachrequest for a wheelchairmust be accompanied by a written 
evaluation by a physical therapist or an occupational therapist. The evaluation must include documentationof the 
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appropriatenessand cost effectivenessof the specific wheelchair and all modifications and/or attachments and to meetability 
the recipient's long-term needs; (7-1-99)medical 

ii. Manual wheelchairs will be authorized based on therecipient's need according to the following criteria: (7-1­
991 

(1) Therecipientmust be nonambulatory or have severely limitedmobilityandrequireamobilityaidto 
participate in normaldailyactivitiesandthealternativewouldbeconfinement to abed or chair; (7-1-99) 

(2)  A standardlightweight wheelchair willbe authorized if the recipient's condition is such that he cannot propel 
a standard weight wheelchair; (7-1-99) 

(3) An ultra light weight wheelchair will be authorized if therecipient's conditions are such that he cannot propel 
lightweight a or standard weight wheelchair. (7-1-99) 

... 

111. Electric wheelchairs are purchasedonlyifthe recipient's medicalneedscannot be metbyamanual 

wheelchair. The attending physician mustcertify that the powerdrive wheelchair is asafe means of mobilityfor the recipient 
of all and (7-1-99)are met: 

The recipient isdisabled;(1) (7-1-99) and 

(2) Thedisability is such that, becauseof severe upper extremity weakness or lackoffunction,therecipient 
manualcannot operate any wheelchair. (7-1-99) 

iv. Additional wheelchairsmay be considered within the five(5) year limitation withwrittendocumentation from 
the physician anda written evaluationfromaphysical therapist or an occupational therapist indicating that the current 
wheelchair no longer meets theclient medical needs and what maybe damaging to client's medical c o n d i t i o n  

Electronicblood glucose testing devices with voice synthesizersmustbe prior authorized by theDepartment 
or its designee and are covered only when the following documentationis submitted andverified by the attending physician: 

(7-1-99) 

1. The recipient has been determined tobelegally blind and is unable to reada standard glucosemonitor (this 
any include not does correctable vision (7-1-99)(and) 

ii. The recipient livesalone or has no care giver available duringthetimeswhentheglucosetestingmustbe 
done. (7-1-99) 

c. Electronic painsuppression/musclestimulation devices TENS Unitsmust be prior authorized by the 
Department or its designee andare purchased only when theeffectivenessof such devices is documented by the physician and 
only after: (7-1-99) 

1. been minimum three (3) months; andpresent for a of (7-1-99) 
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iv. The physician determinesthattherecipient is likelyto derive significanttherapeuticbenefitfromthe 
devicethe of continuous (7-1-99)a over use 

d. Semi-electric hospital beds must be prior authorizedbytheDepartment or its designee and will be approved 
physician: by followingwhenonly 1-99)Tisthe documented the 

1. The recipient’s medicalconditionissuchthatheisunabletooperate a manualhospitalbed; and 
(7-1-99) 


unable11. The recipient is to position as needed assistance;change without and (7- 1-99) 

... 
111. The recipient residesin an independentlivingsituationwhere there is no onetoprovideassistancewitha 

the ofmanual bed for the day. (10-31-89)majorportion 

e. Continuouspositiveairway pressure (C-PAP)machinesmust be prior authorized bythe Department or its 
and only the followingdesignee are purchased or in circumstances: (7-1-99) 

i. The physician certifiesthat the recipient’sdiagnosis is obstructive sleep apnea, which is supported by a sleep 
study; (7-1-99)and 

ii. There is documentationthatthe recipient’s oxygen saturations improvewith the useofthemachine or 
respiratory events can be controlled with use of this machine. The machine may be rented for three (3)to six (6)  months to 
determine effectiveness. (7-1-99) 

f. bi-level positive airway pressure(BiPAP) machines must beprior authorized by the Department or its designee 
and are purchased or rented onlythe infollowingcircumstances: 1-99) 

1. A C-PAPmachinehasbeenprovenineffectivein treating obstructive sleep apnea; and/or 
(10-22-93) 


ii. The C-PAP machinehasineffectiveproven during titration; andor (7-1-99) 

... 

111. Usedinplaceofa ventilator. (10-22-93) 


g. Lymphedemapumpsshall be authorized only as a last resort for the treatment of refractory lymphedema 
one (1) or moreThe documentationinvolving following must be provided: 

ii. showingDocumentation each ulcer has been present. (7-1-99)T 

iii. Documentation showing that the patient has been treated with regular compression bandagingfor at least the 
past six (6)months. (7-1-99)T 

iv. Documentationshowingapproximatelywhenandthe results thatthepatienthasbeen treated withcustom 
fabricated gradient pressure stckings/sleeves (7-1-99)T 
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vi. Documentation showing the recipient has been seen regularly by aphysicianfortreatmentofvenousstasis 
ulcer(s) during the (7-1-99)Tlast six (6)months. 

04. 	 CommunicationDevices. Will be consideredfor purchase by the Department under the following conditions. 
(7-1-99)T 

devices must be prescribed by the primary care physician.a. Communication (7-1-99)T 

b. Theneed for thedevice must be based on acomprehensivehistoryandphysical.(7-1-99)T 

C. The devicemust be consideredmedicallynecessary by theprimary care physicianandtheindividualmust 
the needstheability to communicate primary care physician or caregiver. (7-1-99)T 

The device mustbe the most effective least costly means of meeting the minimum requirementsof the client’s 
needs. If the individual knows sign language or is capable of learning sign language a communication device would notbe 

medically considered -99)T (7-1 

e. Theassessmentandevaluation for thecommunication device mustincludecomprehensiveinformation as 
related to the individuals ability to communicate and reviewof the most cost effective devices to meet the individuals needs. 

(7-1-99)T Documentationshall include: 

i. Demographic andsummary; -99)T (7-1 

ii. sensory andfunction; Inventory of skills 

1.. and communicationanticipated (7-1-99)T111. Inventory of presentfuture needs; 

Summary(7-1-99)T iv. options; of device 

Recommendation (7- and for device;-99)T 1 vi. 

treatmentindividual of Copy 

Repairs to the device and modifications,must be prior authorized must not include technological 
improvements 

Reimbursable include symbols.g. supplies rechargeable batteries, overlays, and (7-1-99)T 

h.Replacements,modifications,and upgrades will be reimbursedonly with priorauthorization by the 
Department, and will require a completenew assessment. Authorizationfor replacements modifications and upgrades will be 

only issued 

iii.The use or provisionof thesystembyany individual other than the recipient for whichthesystem was 
(7-1-99)T authorized is prohibited. 
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iv. The Department shall have no obligation to repair or replace the communication deviceif it has been damaged 
defaced, lost or destroyed as a result of neglect, abuse, or misuse of theequipment. (7-1-99)T 

1. Training and orientationof the communication device may be billed as speech therapy by Medicaid approved 
providers such as a Developmental Disability Agency, or a Hospital that employs a speech therapist. 

(7-1-99)T 

j. 	 Theremust be anannual evaluation of the effectivenessofthecommunication device. If thedevice is not 
beit Department. (7-1effective orused, returned to the -99)T 

05. MedicalSupply Program Requirements. All claims for medicalsupplyitems are subjecttothefollowing 
requirements: (7-1-99) 

a. TheDepartmentwillpurchasenomorethanaone(1)monthsupplyofnecessarymedicalsuppliesforthe 
treatment or ameliorationof a medical condition identified the attending physicianin an amount notto exceed one hundred 
dollars ($100) per month withoutprior authorization. Any combination of one (1) month’s worth of suppliesgreater than one 
hundred dollars ($100) may require prior authorization by the Department or its designee. Theprior authorization periodwill 

the by beDepartment established or its designee. -99)T(7-1 

11.(11-1-86) Cervical collars; and 

... 

111. Colostomy and/or urostomy (11-1-86)
and supplies; 

iv. Disposable Supplies necessary to operateDepartment approved medical equipment such as suction catheters, 
syringes, saline solution, etc.; and(11-1-86) 

v.Dressings and bandages to treat wounds, burns, or providesupport to abody part; and (11-1-86) 

1-1-86) vi. Fluids for irrigation; and(1 

Vii. Incontinencesupplies (See Subsection 106.05.b. for limitations);and (7-1-99) 

X.
home drugmonitoringlevelTherapeutic kits. (10-31-89) 
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xi. Oral, enteral, or parenteral nutritional products(SeeSubsection 106.05.a. forlimitationsandadditional 
documentation requirements). (7-1-99) 

06. Coverage Conditions- Supplies. The following medical supply itemsare subject to the following limitations 
documentationrequirements: additional and (7-1-99) 

a. 	 Nutritionalproducts.Nutritionalproducts will be purchased only underthefollowingcircumstances: 
(7-1-99) 

1. A nutritional plan shall be developed and be on file with the provider and shall include appropriatenutritional 
history, the recipient's current height, weight, age and medicaldiagnosis. For recipients under the age of twenty-one (21), a 

must be included;growth chart including weightheight percentile 1-99)(7­

ii.Theplan shall includegoals for either weightmaintenanceand/orweightgainand shall outlinestepsto be 
taken to decrease the recipient's dependence on continuingof supplements;usenutritional (10-1-91) 

... 
111. Documentationofevaluationandupdatingofthenutritionalplanandassessmentbyaphysician as needed 

but at least annually. (7-1-99) 

b. Incontinent supplies. Incontinent supplies are covered for persons over four (4) years of age only and do not 
require prior authorizationunless the recipient needs supplies in excess of the following limitations: 

(7-1-99) 

1. Diapers are restricted innumber to two hundred forty (240) permonth. Ifthephysiciandocumentsthat 
additional diapers are medically necessary, the Departmentor its designee mayauthorize additional amounts onan individual 
basis.(7-1-99) 

Disposable hundred fifty (150)ii. underpads are restricted to one per (10-22-93)month. 

07. Program Abuse. The useor provision of DME/medical supply itemsto an individual other than the recipient 
for which suchitems were orderedis prohibited. The provision of DMEImedical supply items that is not supported by required 
medical necessity documentationis prohibited and subjectto recoupment. Violatorsare subject to penalties for program fraud 
and/or abuse which be enforced by the Department.The Department shallhave no obligation to repair or replace any piece 
of durable medical equipment that has been damaged,defaced, lost or destroyed as a result of neglect, abuse, or misuse of the 
equipment. suspectedsame the SUWS committee.Recipients the shall be reported (7-1-99) 

09. FeesAnd Upper Limits. The Department will reimburse according to Subsection00.04 Individual Provider 
Fees.(12-31-91) 
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